The underlying structure of self-harm behaviors is not well-understood; for example, whether suicidality and nonsuicidal self-injury (NSSI) lie on a single dimension or two separate dimensions is unknown. We used confirmatory factor analyses to examine the factor structure of self-harm items in a clinical/community sample (N ϭ 641). Of three alternative factor structures (one-factor, correlated-factors, bifactor), the bifactor model fit best. The general factor, representing overlap between suicidality and NSSI, captured the majority of model variance and was the strongest predictor of psychosocial correlates. The NSSI-specific factor captured a moderate amount of variance and correlated uniquely with both antagonistic traits and obsessive-compulsive tendencies; this factor was named NSSI. The suicidality-specific factor explained little model variance and was weakly associated with external criteria; this factor was named low attraction to life. Results are interpreted as preliminary evidence for the utility of bifactor modeling in understanding the latent structure of self-harm.
Self-harm phenomena are divided theoretically into two mutually exclusive categories: (a) suicidality, which is the deliberate attempt to end one's life, and (b) nonsuicidal self-injury (NSSI), which is the direct infliction of damage on one's own body with the intent to hurt, but not kill, oneself (Klonsky, Victor, & Saffer, 2014; Whitlock & Knox, 2007) . Despite this distinction, suicidality and NSSI commonly co-occur. Between 28% and 45% of those engaging in NSSI report concurrent suicidal ideation, whereas 55-85% report a past suicide attempt (Muehlenkamp & Gutierrez, 2004; Whitlock & Knox, 2007) . Further, NSSI is a significant predictor of suicidality, although the magnitude of its longitudinal predictive power may have been overstated in past literature (see Ribeiro et al., 2016) . Several theories have been proposed to account for the association between NSSI and suicidality (e.g., acquired capability theory; see Hamza, Stewart, & Willoughby, 2012) , but empirical evaluation is needed.
An examination of the latent structure of self-harm is one way to understand the association between suicidality and NSSI. The literature suggests two possibilities: (a) suicidality and NSSI lie on a single latent dimension, or (b) NSSI and suicidality are qualitatively distinct constructs that lie on separate dimensions (Whitlock & Knox, 2007) . To the best of our knowledge, there are no latent structural studies that directly address this question. Rather, conclusions about the latent structure of self-harm have been drawn from comparisons of the external correlates of suicidality and NSSI.
Those who engage in suicidality or NSSI have elevated rates of maladaptive personality traits (e.g., neuroticism ; Chartrand, Bhaskaran, Sareen, Katz, & Bolton, 2015) , developmental stressors (e.g., physical/emotional abuse; Andover, Morris, Wren, & Bruzzese, 2012) , and psychopathology (e.g., major depression; Chartrand et al., 2015) relative to control groups. The convergence of suicidality and NSSI with similar external criteria has been taken as evidence for a single latent self-harm dimension.
On the other hand, suicide attempters (SA) have significantly greater rates of psychopathology (e.g., BPD; Muehlenkamp & Gutierrez, 2007) and maladaptive personality traits (e.g., impulsivity; Dougherty et al., 2009 ) than NSSI-only individuals. Hopelessness (Dougherty et al., 2009) , fewer reasons for living (Muehlenkamp & Gutierrez, 2007) , and a history of physical and sexual assault (Nock & Kessler, 2006) are also elevated among suicide attempters. In sum, research suggests that suicidality is a more severe form of self-harm than NSSI, although the failure to control for NSSI among suicide attempters limits the conclusions that may be drawn.
Studies that control for NSSI among suicide attempters have yielded discrepant results. Muehlenkamp and Gutierrez (2004) reported significantly greater repulsion by life among suicide attempters (without NSSI) relative to NSSI individuals but found no difference in depressive symptoms. Fulwiler and colleagues (1997) reported higher rates of adult-onset affective disorder among SA-only individuals and higher rates of childhood-onset ADHD, anxiety, and emotional reactivity among NSSI-only individuals. Overall, research suggests that both suicidality and NSSI may be associated with unique external correlates, indicating a multidimensional latent structure.
In a four-way comparison (SA-only vs. NSSI-only vs. SA ϩ NSSI vs. no self-harm), Claes and colleagues (2010) found elevated rates of depression and hopelessness in the SA-only group, whereas the NSSI-only group was characterized by significantly lower conscientiousness and maladaptive coping responses. Both SA-only and NSSI-only groups demonstrated greater neuroticism and lesser extraversion relative to controls. This pattern of both shared and unique correlates is consistent with a latent structure in which suicidality and NSSI constitute separate but related dimensions (i.e., multidimensional).
Latent class analyses of NSSI individuals provide additional evidence for a multidimensional structure. Klonsky and Olino (2008) identified a suicidal subgroup that was distinguished on the basis of NSSI motivation. This subgroup engaged in NSSI for intrapersonal reasons only, whereas NSSI-only individuals engaged for both interpersonal and intrapersonal reasons. The NSSI ϩ SA subgroup identified by Dhingra and colleagues (2016) was distinguished by greater levels of entrapment, burdensomeness, fearlessness about death, and a family history of self-harm, whereas NSSI-only individuals reported higher levels of goal disengagement and acute agitation.
In sum, correlational studies and latent class analyses have yielded inconclusive evidence regarding the latent structure of self-harm. To fill this knowledge gap, the current study utilizes structural equation modeling to directly examine the latent structure of self-harm. We subjected item response data from representative sample of self-harm items-drawn from the item pool of the Computerized Adaptive Test of Personality Disorder (CAT-PD; Simms et al., 2011) -to confirmatory factor analyses. We compared the following factor structures (see Figure 1) : (a) a onefactor model with all self-harm items loading on a single factor, (b) a correlated-factors model with NSSI and suicidality items loading on distinct but correlated-factors, and (c) a bifactor model with each item loading on both the general factor and one of two specific factors (NSSI or suicidality). The one-factor model is consistent with a unidimensional structure, whereas the correlatedfactors and bifactor models are consistent with a multidimensional latent structure. However, several distinctions justified inclusion of both multidimensional factor models. First, the bifactor model explicitly models shared variance whereas the correlated-factors model only implies it. Thus, the general factor loadings from the bifactor model provide insight into the nature of shared variance. Second, unlike the correlated-factors model, the specific factors in the bifactor model are orthogonal to each other and to the general This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
factor, thereby modeling variance unique to each construct after parsing out shared variance. Given mixed evidence in the literature, we hypothesized that the bifactor model would fit significantly better than both the singlefactor and correlated-factors models because it explicitly models both shared and unique variance. However, given that bifactor models often have superior fit by virtue of high parameterization, it was also important to examine the criterion validity of this model. In particular, the specific factors should demonstrate differentiable and meaningful patterns of correlation with psychosocial correlates of interest to justify retention over more parsimonious models. Therefore, we analyzed correlations with several relevant psychosocial criteria, including personality trait and psychopathology. Given the exploratory nature of our bifactor model, no hypotheses were formed with respect to criterion validity analyses.
Method

Participants and Procedures
We combined patient and community data from the CAT-PD project (see Simms et al., 2011) .
1 The patient sample (n ϭ 220) included current or recent psychiatric patients recruited via flyers in mental health clinics across Western New York. The community sample (n ϭ 421) was recruited via random-digit dialing and computer-assisted telephone interviews. The combined sample's (N ϭ 641) mean age was 40.7 years (SD ϭ 16.7, age range: 18 -85 years), and 55% of participants were female. Participants identified primarily as Caucasian (59%), African American (24%), or Asian (15%), and 5% identified as Latino. The patient sample mean age was 43.0 years (SD ϭ 12.9) and 65% of patients were female. Patients identified primarily as Caucasian (59%) or African American (38%), and 6% identified as Latino. The community sample mean age was 39.3 years (SD ϭ 18.2), and 50% of participants were female. Community participants identified primarily as Caucasian (59%) or Asian (24%), and 5% identified as Latino. Samples differed significantly in terms of age (the community sample was younger, t[582] ϭ 2.92, p Ͻ .01) and gender (more females in the clinical sample, 2 [1, N ϭ 636] ϭ 13.58, p Ͻ .01), but not ethnicity ( 2 (1, N ϭ 641 ϭ 0.03, p ϭ .87). Criterion validity analyses were limited to the patient sample from whom data on psychosocial correlates of interest was available.
Participants attended a 4-hr session at the University at Buffalo, during which they completed a battery of self-report and interview measures. They were compensated $50 plus public transportation costs. All procedures were approved by the Social and Behavioral Sciences IRB at the University at Buffalo (Protocol No. 4371).
Measures
CAT-PD self-harm scale item pool. The 52-item pool for the Self Harm scale served as indicators in confirmatory factor analyses. Twenty-six items were generated by the CAT-PD research team to assess suicidality and 25 items assess NSSI. An additional item (i.e., "Have intentionally done myself physical harm") was drawn from the International Personality Item Pool (IPIP; Goldberg et al., 2006 (First, Spitzer, Gibbon, & Williams, 1995 ) is a semistructured interview that follows a selfreport screening questionnaire. The screening questionnaire includes 121 items that are rated dichotomously and that map onto personality disorder (PD) criteria (American Psychiatric Association, 2000) . Individuals who screened positive were interviewed to confirm endorsed items and to assess whether general PD criteria were met. Interviewers (psychology graduate students) received weekly supervision by a PhD-level clinical psychologist. For the current study, dimensional symptom counts were derived (Mdn ␣ ϭ .73, range ϭ .51-.86).
Mini International Neuropsychiatric Interview. The Mini International Neuropsychiatric Interview (Sheehan et al., 1998) , a structured diagnostic interview assessment of DSM-IV disorders, was adapted, with permission, to assess DSM-5 criteria. Skip-out rules were relaxed, such that symptoms were assessed regardless of diagnostic status. Median internal consistency across symptom counts was .76 (range ϭ .50 -.92). Interviews for both the SCID-II and MINI were videotaped and, for 120 randomly selected inter- 1 We combined samples to increase the ratio of sample size to free parameters, thereby increasing power. Although we did not conduct an a priori power analyses, findings from several simulation studies indicate that the currently analyses were sufficiently powered. Our sample size exceeds the largest recommendation (i.e., n ϭ 475) for an adequately powered two-factor CFA (Wolf, Harrington, Clark, & Miller, 2013) , as well as the minimum sample size (i.e., n ϭ 200) required to detect model fit differences between second-order and bifactor models (Chen, West, & Sousa, 2006) . This document is copyrighted by the American Psychological Association or one of its allied publishers.
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views that were independently recoded, interrater reliability at the disorder-level was strong (MDN k ϭ 0.96, range ϭ 0.66 -1.00). Inventory of Interpersonal Problems-Short Circumplex. The Inventory of Interpersonal Problems-Short Circumplex (Soldz, Budman, Demby, & Merry, 1995 ) is a self-report measure of interpersonal dysfunction. Items are organized into eight scales that correspond with the eight octants of the interpersonal circumplex space. The Inventory of Interpersonal Problems-Short Circumplex has demonstrated good internal consistency across scales, moderate test-retest reliability, and adequate circumplex structure (Soldz et al., 1995) . Internal consistency across octants averaged .82 (range ϭ .75-.90).
World Health Organization Disability Assessment Schedule 2.0 (WHODAS 2.0; World Health Organization, 2000) 12-Item Version, Interview-Administered. The World Health Organization Disability Assessment Schedule 2.0 (WHODAS 2.0; World Health Organization, 2000) 12-Item Version, InterviewAdministered is a short form of the 36-item scale, which assesses six domains of psychosocial functioning (i.e., cognition, mobility, self-care, getting along, life activities, and participation in society). Prior research has provided evidence for the full measures' good internal consistency, test-retest reliability, concurrent validity, and specificity, and the 12-item version has been shown to capture 81% of the full-scale variance (Ü stün et al., 2010) . In this study, items were administered via interview and participants rated difficulty in each domain over the past month on a 5-point Likert scale from 1 (none) to 5 (extreme/ cannot do). Responses were summed to an overall impairment score (␣ ϭ .87).
Data Analysis
Confirmatory factor analyses were run in Mplus 7.3 (Muthén & Muthén, 1998 -2015 . We estimated each model with maximum likelihood with robust standard errors (MLR) and robust weighted least squares (WLSMV) estimation. WLSMV and MLR both are appropriate for non-normally distributed, categorical indicators, yielding robust standard errors and mean-and variance-adjusted chi-squares (Kline, 2016) . Given that MLR handles missing data more optimally (i.e., missingness is a function of both observed covariates and outcomes; Brown, 2015) , factor loadings (see Table  4 ) and factor scores were derived from MLR. However, given that MLR does not provide a full range of fit indices (i.e., chi-square and its derivatives; Kline, 2016) for categorical data, model fit was evaluated using indices from both estimation methods. From WLSMV, fit was evaluated via chi-square ( 2 ) significance testing, root mean square error of approximation (RMSEA; Ͻ .06 is good, Ͼ .10 is poor; Brown, 2015) , and comparative fit and Tucker-Lewis indices (CFI/TLI; Ն .95 is good, Ն .90 is acceptable; Hu & Bentler, 1999) . Given that all models were nested, chi square difference tests (⌬ 2 ; using the DIFFTEST option) were used to compare model fit, as were CFI index differences (⌬CFI Ն 0.01 indicates model fit differences; Cheung & Rensvold, 2002) . From MLR, Akaike information criteria (AIC) and Bayesian information criteria (BIC) were used to evaluate relative model fit (⌬BIC between 6 and 10 is strong evidence of model fit differences, whereas values greater than 10 are very strong evidence; Raftery, 1995) . Correlations with external criteria were computed in SAS Version 9.3.
Results
Confirmatory Factor Analyses
Skewness and kurtosis for the CAT-PD Self-Harm Scale items are provided in Table 1 . All skewness estimates were greater than 1, indicating that data was highly positively skewed. Model fit information for alternative models is displayed in Table 2 Bifactor model factor loadings. Bifactor model factor loadings are presented in Table 4 . Twenty-three of 26 suicidality items were assigned to Specific Factor 1. The remaining three items ("I have done things to myself that others might find brutal", "I have hit myself purposely with heavy objects", and "I have given myself a scar intentionally") were assigned to Specific Factor 2 because content was more consistent with NSSI than suicidality. All 25 NSSI items and the IPIP item were also assigned to Specific Factor 2, yielding 29 total indicators.
All 52 general factor loadings were significant, p Ͻ .01. All suicidality items yielded large (i.e., Ͼ.50) loadings (M ϭ .80, SD ϭ .09), whereas NSSI loadings were large or moderate (i.e., Ͼ.30; M ϭ .61, SD ϭ .15). Coefficient omega and omegahierarchical calculations (Reise, Bonifay, & Haviland, 2013) indicated that the general factor accounted for 84% of reliable model variance.
Only 14 suicidality items loaded significantly onto Specific Factor 1, and six of the significant loadings were small (Ͻ.30; M ϭ .24, SD ϭ .15). In addition, five items loaded negatively, albeit weakly, on Specific Factor 1. Notably, the two negatively loading items that reached significance were the two most extreme items ("I have attempted to kill myself" and "I have made a suicide plan in the past"). No suicidality items loaded more strongly on Specific Factor 1 than the general factor, and omega hierarchical calculations indicated that Specific Factor 1 accounted for only 5% of reliable suicidality variance.
All NSSI items loaded significantly on Specific Factor 2, and most loadings (16/29) were large (M ϭ .51, SD ϭ .17). Eleven items loaded more strongly on Specific Factor 2 than the general factor. Omega hierarchical calculations indicated that Specific Factor 2 accounted for 41% of reliable NSSI variance. In sum, results suggest a robust general factor, a weak Specific Factor 1, and a moderately strong Specific Factor 2.
An incomplete bifactor model. Given the weakness of Specific Factor 1, a second bifactor model was estimated in which all 52 items were specified to load on the general factor, and the This document is copyrighted by the American Psychological Association or one of its allied publishers.
NSSI items were also specified to load on a single specific factor. Model fit indices (see Table 2 Note. Min ϭ 1 and Max ϭ 5 for all items. a n ϭ 639. b n ϭ 641. c n ϭ 638. d n ϭ 638. e n ϭ 625. f n ϭ 637. g n ϭ 627. h n ϭ 628. i n ϭ 636. j n ϭ 626. k n ϭ 635. l n ϭ 640.
m n ϭ 622. † Item is reverse-keyed. This document is copyrighted by the American Psychological Association or one of its allied publishers.
turned toward an examination of the criterion validity of the full bifactor model.
2
Criterion Validity of the Bifactor Model
Descriptive statistics for external criteria are presented in Table  3 , and correlations between factor scores and external criteria are presented in Table 5 . Forty-six criteria correlated at least moderately with the general factor, and 16 were more strongly correlated with the general factor than either specific factor (zs ranged from 2.63 to 5.78, p Ͻ .01). Six criteria (PID-5 emotional lability, depressivity, and psychoticism, NEO neuroticism, borderline PD, and major depression) were strongly associated with the general factor (rs ranged from .51 to .60). Further, the general factor was moderately correlated with several maladaptive personality domains (e.g., PID-5 negative affectivity) and a range of psychopathology (e.g., personality disorders). Finally, the general factor was moderately associated with indices of dysfunction, including four IIP scales and the WHODAS (r ϭ .35).
Five criteria correlated moderately with Specific Factor 1: PID-5 detachment, anhedonia, and depressivity, NEO positive emotion, and IIP cold interpersonal style (absolute r's ranged from .32 to .37). A single criterion, PID-5 depressivity, related more strongly to Specific Factor 1 than Specific Factor 2 (z ϭ 2.32, p Ͻ .05).
Eight criteria were moderately and positively correlated with Specific Factor 2: PID-5 hostility, callousness, irresponsibility, rigid perfectionism, psychoticism, perceptual dysregulation, and obsessions/compulsions (rs ranged from .30 to .36). Three additional criteria were moderately inversely correlated with Specific Factor 2: NEO warmth, agreeableness, and altruism (rs ranged from Ϫ.30 to Ϫ.34). Eight criteria (i.e., PID-5 attention seeking, rigid perfectionism, psychoticism, and perceptual dysregulation, NEO agreeableness and straightforwardness, antisocial PD, and histrionic PD) correlated more strongly with Specific Factor 2 than Specific Factor 1 (zs ranged from 2.17 to 2.48, p Ͻ .05).
Discussion
To understand the latent structure of self-harm, we compared the fit of one-factor, two-factor, and bifactor models to the CAT-PD Self-Harm Item Pool. As hypothesized, fit indices from WLSMV and MLR estimation converged to support a bifactor model of self-harm. However, examination of factor loadings and criterion validity analyses provided only mixed support for the structural validity of a bifactor model. Overall, results suggest that suicidality and NSSI represent dimensions of self-harm that overlap substantially but not entirely, and that there is more unique variance associated with NSSI than with suicidality. An interpretation of the nature of the general factor as well as each of the specific factors follows.
The General Self-Harm Factor
The general factor captured the majority of overall model variance, especially that associated with suicidality. This suggests that the general factor represents a shared underlying propensity to self-harm, and that suicidality is a more extreme manifestation of this propensity than NSSI. Consistent with literature on shared risk factors for suicidality and NSSI (e.g., MacLaren & Best, 2010), the general factor was also the best predictor of psychosocial correlates, such as maladaptive personality traits (e.g., negative affectivity) and psychopathology (e.g., depression), psychosocial dysfunction (i.e., WHODAS total score), and interpersonal problems (e.g., nonassertiveness).
Specific Factor 1: Low Attraction to Life
Specific Factor 1 was specified to capture variance unique to suicidality items; however, the weak factor loadings and small amount of reliable variance captured significantly limits its interpretability. Furthermore, the negative loadings of extreme suicidality items suggest that Specific Factor 1 does not capture suicidality per se. Instead, the common theme among the strongest indicators (e.g., "I have no will to live") is best characterized as a low attraction to life. This is consistent with research reporting fewer reasons for living and greater repulsion by life among suicidal individuals than NSSI-only individuals (Muehlenkamp Note. N ϭ 641, observations ϭ 1,378. Full-information maximum likelihood estimation was used to impute missing data. WLSMV ϭ robust weighted least squares; MLR ϭ robust maximum likelihood; k ϭ free parameters; RMSEA ϭ root mean square error of approximation; CFI ϭ comparative fit index; TLI ϭ Tucker-Lewis index; AIC ϭ Akaike information criterion; BIC ϭ Bayesian information criterion; SABIC ϭ sample-size adjusted Bayesian information criterion.
This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. & Gutierrez, 2007) . An anhedonic theme is evident among external correlates of Specific Factor 1 (e.g., low positive emotion), consistent with literature on the robust association between suicide and anhedonia above and beyond other depressive symptoms and past suicide attempts (e.g., Fawcett et al., 1990; Winer et al., 2014) . In sum, the current study points to a unique association between low attraction to life and suicidality, although replication is necessary due to the small magnitude of our findings.
Specific Factor 2: NSSI
Specific Factor 2 was specified to capture variance unique to NSSI items. Strong factor loadings and correlations with external criteria suggests that there is more unique NSSI variance than suicidality variance. The strongest loading items referenced either enjoyment (e.g., "I enjoy the feel of self-inflicted pain") or appreciation for the utility (e.g., "I feel that cutting myself helps me feel better") of NSSI.
Specific Factor 2 was negatively correlated with agreeableness and its facets and positively correlated with trait indicators of antagonism (e.g., hostility, attention seeking), and antagonistic personality disorders (i.e., antisocial, histrionic). Previous studies have reported an inverse association between agreeableness and NSSI (e.g., MacLaren & Best, 2010) but not suicidality (e.g., Deshong et al., 2015) . Garcia-Nieto and colleagues (2014) found that antisocial and histrionic PD's were associated with NSSI but not suicide attempts; they speculated that NSSI serves antagonistic purposes (e.g., attention-seeking, manipulativeness) in the context of personality pathology.
Specific Factor 2 was also associated with obsessions and compulsions. This is consistent with research on the association between obsessive-compulsive symptoms and the bodyfocused, repetitive NSSI (e.g., trichotillomania; McKay & Andover, 2012). Although NSSI is generally conceptualized as an impulsive behavior, some theorists suggest that a subset of NSSI behaviors are engaged in compulsively (McKay & Andover, 2012) . For instance, Arnold, Auchenbach, and McElroy (2001) described a compulsive subtype of excoriation that is negatively reinforced and that is engaged in consciously after some resistance. In contrast, impulsive excoriation may be Note. Row abbreviations: PID-5 ϭ Personality Inventory for DSM-5; NEO-PI-3FH ϭ NEO Personality Inventory-3 First Half; IIP-SC ϭ Inventory of Interpersonal Problems-Short Circumplex; WHODAS 2.0 ϭ World Health Organization Disability Assessment Schedule 2.0; PD ϭ personality disorder.
m ␣ could not be calculated due to skip pattern in the criteria.
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positively or negatively reinforced, and is engaged in automatically and without resistance (Arnold et al., 2001) . Our findings provide provisional empirical support for the utility of the distinction between compulsive and impulsive NSSI.
Limitations
Several limitations to the current study should be acknowledged. First, we do not have information on the nature of self-harm ‫ء‬ Note. All items specified to load on the general factor. All cross-loadings on the specific factors are set to 0. Items are presented in descending order of factor loading within specific factor. a First 23 items are specified to load on specific Factor 1. b Remaining 29 items specified to load on specific Factor 2. ‫ء‬ p Ͻ .01. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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behavior in this particular sample (e.g., rates of self-harm, most common NSSI method). Second, the average age of the combined sample (M age ϭ 40.7) is representative of the peak suicidality prevalence (i.e., ages 35 to 44; Krug, Dahlberg, Mercy, Zwi, & Lozono, 2002) , but not of NSSI, which peaks in adolescence (Nock, 2010) . Thus, findings may not generalize, especially to samples with higher rates of NSSI. Third, we pooled a patient and community sample, which is not ideal given potential distributional violations. That said, our model estimation methods were selected to be robust to such deviations. Fourth, analyses of external criteria were limited to the patient sample, thereby decreasing power. This is problematic given that some external correlates only trended toward significance. Fifth, the lack of psychometric information about the CAT-PD Self-Harm Item Pool necessitates replication of these findings with a well-validated measure of self-harm. Sixth, the use of bifactor models to elucidate the structure of psychopathology is controversial (Bonifay, Lane, & Reise, 2017) . Despite some evidence that parsimony-corrected indices, such as BIC, do not necessarily favor bifactor models (Gignac, 2016) , the superior fit of bifactor models may be a function of modeling error variance rather than meaningful model variance.
Regardless of issues of model fit, bifactor modeling is a useful technique for construct explication, as its clean partitioning of variance clarifies the similarities and differences between constructs.
Implications
A number of implications follow from the current study. In terms of research, this study provides support for bifactor modeling as a useful tool to understand the latent structure of self-harm. However, findings should not be interpreted as a suggestion that a bifactor model is the optimal conceptualization or "true" representation of the latent structure of self-harm.
In terms of theory, meaningful specific factors suggest that some theories proposed to account for the overlap between suicidality This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
and NSSI (see Hamza et al., 2012) are insufficient. Rather, there may be a need for a more comprehensive theory of self-harm that accounts for shared and unique variance, such as the interpersonal theory of suicide (Joiner, 2005) . Joiner posits that NSSI is neither necessary to nor sufficient for the development of suicidality but is one of several means to acquire the capability for suicide, a capability that is enacted upon only in the presence of perceived burdensomeness and thwarted belongingness. Thus, future research should explicitly flesh out the links between the interpersonal theory of suicide and the bifactor model of self-harm. For instance, anhedonia, unique to suicidality in the bifactor model, may be related to perceived burdensomeness and/or thwarted belongingness of Joiner's theory. In terms of clinical implications, findings suggest that NSSI that is attention-seeking or manipulative in function and compulsive in form is less associated with suicidality. Thus, a thorough assessment of NSSI function and form would be warranted as a means to assess suicidality risk. Further, the unique association between anhedonia and suicidality suggests would suggest that therapeutic interventions aimed at increasing hedonic activity (e.g., behavioral activation therapy; Dimidjian, Barrera, Martell, Muñoz, & Lewinsohn, 2011 ; acceptance and commitment therapy; Hayes, Strosahl, & Wilson, 2016 ) may be particularly effective for suicidal individuals.
